may be a pathological fracture. The lower limb is seldom affected. Lloyd 2 describes the case of a 14-year-old boy with genu valgum, apathy, chorea, ataxia and hypercalcaemia. Osteitis ®brosa cystica was seen in the metaphyses of both femora, and iliac crest biopsy showed brown tumour.
In an immunocompromised patient, a urethral stricture can have life-threatening consequences.
CASE HISTORY
A man aged 35 was worried by a painless lump below his scrotum, present for some 6 months. He also complained of obstructive voiding symptoms but denied any history of trauma or urethritis. He had been diagnosed with HIV four years previously and was receiving triple therapy with a CD4 count of 150610 9 /L. On examination he had a lump in his perineum the size of a golf ball. An ultrasound scan suggested a urethral diverticulum. He did not attend for follow-up as requested but returned 5 months later with a large¯uctuant perineal mass, with ischaemic changes to the overlying skin ( Figure 1 ). An ultrasound and urethrogram showed a tight bulbar stricture with a track via Cowper's duct and gland into the perineum ( Figure 2 ). Later that day he underwent urethroscopy, optical urethrotomy and debridement of necrotizing fasciitis. A large infected urinoma was drained and the track to Cowper's gland was curettaged. 4 months later he was well, with a normal urethrogram.
COMMENT
Cystic dilatation of the main duct of Cowper's bulbourethral gland is well documented 1,2 . This case, however, demonstrates not only dilatation of the duct and gland but also the development of a communication to the perineum and subsequent urinoma formation, seemingly not reported previously. A combination of a tight urethral stricture and the immunocompromised state of the patient led to the development of a life-threatening condition.
In his original description of infective necrotizing fasciitis Jean Alfred Fournier described a rapidly progressive genital gangrene that was idiopathic in origin 3 . This case re¯ects the emergence of HIV as a major risk factor in the development of the condition. Backward walking is sometimes a manifestation of psychosis, but not always.
CASE HISTORY
A man aged 53 experienced trouble with coordination at the age of 5. He had had a dif®cult delivery. Nocturnal grand mal seizures developed at age 8, and between 18 and 21 severe myoclonus con®ned him to bed, surrounded by pillows in a high-sided cot because of uncontrollable¯ailing arm movements. He recovered apart from residual torticollis but 5 years later developed a depressive illness. Psychotic features emerged subsequentlyÐpersecutory delusions and episodes of bizarre behaviour accompanying a variety of changes in mood. He used a meat cleaver to prune shrubs and he was found arranging the branches across a road near the family home. Other unusual behaviours included sitting in a deck chair in the pouring rain. There was a partial relapse of his myoclonus at age 31. In his early 40s the torticollis began to worsen and was accompanied by increasing lumbar spine pain as he twisted his torso to compensate for a deviated ®eld of vision. An occupational therapist suggested he try walking backwards, and this he did with some success. Although ®nding road crossing dif®cult he became rapidly able to manage his shopping, pulling a trolley behind him. Friends nicknamed him`The Sidewinder'. He exhibits a broad-based gait but no other cerebellar signs or focal neurological features. He now never walks forwards unless asked. Psychiatrically he has been symptom free for many years on a combination of lithium carbonate and antipsychotics. There is no evidence to suggest the backward walking is associated with any psychotic symptoms or disturbance of mood.
COMMENT
Although this patient had experienced psychotic illness, his backward walking is a functional accommodation to a physical disorder. It was clearly an act of will: to become automatic, backward walking requires a drastic change in the locomotor programme 1 . The patient is not embarrassed by his potentially stigmatizing behaviour. Neurologically he meets broad diagnostic criteria for the Ramsay±Hunt syndrome 2 Ðataxia, myoclonus, grand malÐthough no longer experiencing seizures. Intracranial disease is sometimes linked with mood disorders 3,4 such as he experienced but his CT scans, and electroencephalograms performed in adult life, have been normal.
